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WRITE PLAINLY-—USE UNFADING BLACK INK--MAKE A PERMANENT RECOR \‘«..\
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DEPARTMENT OF COMMERCE

Al A6 ?‘ﬁﬁ»

Registration Distrlct No....

MISSOUR1 STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

1 Primary Reglstration District No..__

2
State File No, 32 6 3
Registrar's No.......... 5!5 I. Ei

e —

{ Ef ontaide city or town limits, writs “RURAL" and namas of township}
(¢} Name of hospital or inatitution;

Park Lane Memorial Hosp.
(If oot in boaplia) or inatitation, weite nomber o location)
{d) Length of stay: Ino hospital or institution nknOWI'l

Life 4

{Spocily whether

In this community.
yomrs, montha of days)}

1. PLACE OF DEATH: 2. USUAL RESIDENCE-OFBbEASED, ;i;-{)
{a) County. / 7
{# City or town St. Louls (a) sate Misgouri () County. [~

r]

{c} City or town St. Louls
(1f outeida ity or town Hmits, writs "RURAL")

4708 Michigen Ave,

¥ (If roral, give kocatlon}

{d) Street No.

0

(e) I forelgn born, how long In U, 8. A.2. YCaTE.

3. {a) PRINT
FULL NAME

Edward De Kock Sr.

B. (¢} Sodial Security

497-10-2112

8. (&) If veteran,

name war,
. ﬂ . Color or 6. (a) Single, widowed, married,
s=Male. = ncdihite \memJ&uuﬂiﬁ
6. (») Name of hushand orwife... .. 6, (¢} Age of husband or wife if
Dollie ative......0. Y years
7. Birth date of decensed____AMZUS L 19, 1887
(Manth) {Day) {Yoar}
B. AGE: Years Months Dayz If lees than one day
53 10 |17 b o
0. Hirtholace Do LoOuls Missourl {J

(City, town, or coanty} (21ate or foreign country)

0. Usmal occupation__HYG € Park Brewery

-t

1i. Industry or business

g {12‘ Name____Jobn De_ Koek -
= L1a. Rinthplace Unknown Y

& [ 14. Malden name LSHIEE B8 tzer t(s““ ox foreign dosstey)
E { 16. Birthplace Unlknown %l

= {ClLy, town, ot eounty) (Stats or forelyn country)

16. () toformane__120111e De Kock
) Adaress__ 4708 Michigan Ave. . .. ..
151
17. (@) rin @) Date w_(_h’%é)a EZD.%)! _—

(Barial, crematjon, of remwoval)
{¢) Ptace: burial or crematio; N. St Ma
18, (o) Sigoature of funeral director.
(b) Address

3634 Gpawoi% %i. é
@ (‘E!QLTJQ-TW {Rogistrar’s dgoatare)

MEDICAL CERTIFICATION

20, DATE OF DEATI Month  JU1Y  day 5

year. 1941 _chour B mioute 25 pam.

21. I herebylcertifyithat I attended the deccased from
qul/"l d’ 1584 4o “ 19_4‘_’;
that I lﬁ saw hishrdaliveon .., 19 i

and that death occurred onithe date an, ur sta ove.

- Duration |

Nean b

Immediate cause of death

Duc tu..fzﬂ._'"_a_____

&
Due to —
5
g
Other conditiona = /-A\ >
(Include pregnancy within & months of desth) I o i'{
ﬁ w PRHYSICIAN
M findi
e : Ve
[ V) Underline
2 [ the cauee to
[which death
Of autopay_...T. q; should be
9 -
tistically.

22. If death was due to external causes, £l in the following:
(s} Accident, suicide, or homicide (speciiy}

—

(3} Date of occurrence

{¢) Where did injury occur?

(Clty or tawn)

(Counity)
i {&) Did injury occur [n or about home, on farm, in [nduatrial place, in pubﬂc p!a.on!

pecily lw-o!nhc-)

(Lictnsed Embalmar’s Statament on Reverse Sida)




STATEMENT BY LICENSED ,EMBALI\IER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No

working under my personal supetvision.

Signed e R
Licegsed Embalmer No 2 /27

P. O. Address Pt PRt

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failare to comply wit.
the nbove constitutes grounds for revocation of license.) .

If this body is not cmbalmed, above space should be left blank.

»




